Velopharyngoplasty (VPP) and tonsillectomy (TE) have been used for the surgical correction of velopharyngeal incompetence (VI) and its associated speech impairments, which include rhinolalia, rhinophonia, and nasal snorting. Performing the procedures together during the same operative session has been shown, on a limited basis, to offer some benefits to the primarily juvenile patient population. The authors report the findings noted from the performance of this operation during the past 14 years.
V elopharyngoplasty (VPP) and tonsillectomy (TE) have been used for the surgical correction of velopharyngeal incompetence (VPI) and its associated speech impairments, which include rhinolalia, rhinophonia, and nasal snorting. 1 Whether surgical intervention is chosen to correct VPI is preferably ascertained by the speech therapist and the plastic surgeon.
1,2 These procedures have been performed independently and simultaneously with varying degree of postoperative efficacy. We report experience from the past 14 years that addresses whether to perform VPP concurrently with TE. In our opinion, the combined operation's procedural benefits and complications and its ability to improve speech should be considered for the treatment of patients with velopharynasal insufficiency.
Velopharyngeal incompetence occurs secondary to the failure of the velopharyngeal tissue to properly create a sphincter-like partition between the nasopharynx and the oropharynx. 3 Since the majority of patients undergoing the combined surgery are children aged 4 to 7 years, 2 there is incentive to restrict the number of times these patients undergo surgery to simplify care and to minimize hospital time and anesthesia-related complications. 4 Reath et al 4 noted that most surgeons prefer to perform TE in a separate operation before a posterior pharyngeal flap; the authors describe their preference for combining these operations on a primarily cleft palate patient population and considered the concurrent TEs a safe way to prevent possible airway compromise 5 (especially in patients with significant tonsillar hypertrophy). 4 Kleinpeter and Teichman 6 believed that speech rehabilitation before patients are school aged is essential for social integration of children with cleft palate, and Eufinger et al's study indicated that speech results following VPP are better for children aged less than 7 years than for older patients; 1, 7 the authors offered poor compliance and other negative influences [for older patients] to explain this finding and postulated that better results arose from the dual procedure since the children had to adapt to only a single change in pharyngeal conditions. 1 Few intraoperative complications have been reported for simultaneous VPP and TE. The majority occurred postoperatively. In the letter from Argamaso et al to Cleft Palate Journal, the authors voiced their disagreement with Reath et al's conclusion that "both procedures may be performed simultaneously, safely, and without early or long-term side effects or alterations in the ultimate outcome of the patient's speech." 4 In their retrospective review, Reath et al studied the results of 20 patients aged 2 to 16 years (mean, 5 years) who had undergone the dual operation and reported that 8 of the 20 patients experienced postoperative complications and that 16 of the 20 patients underwent additional (often multiple additional) procedures, including myringotomy tubes, palatal surgery, nasal surgery, teeth extraction, and others. 4 The authors did not report any adverse postoperative effects secondary to these additional procedures. Argamaso et al commented specifically on the high number of bleeding complications documented in Reath et al's study and suggested that it was negligent for Reath et al to deduce the aforementioned conclusion without seriously examining the possibility that hemorrhage was the result of the dual procedure. 8 In their reply to Argamaso et al's letter, Reath et al contended that "bleeding from one tonsil bed in one patient 10 days postoperatively is not an 'unusually high rate of bleeding complication.'" 9 Other postoperative complications in Reath et al's study included four patients with fever during the first 48 hours postsurgery, two patients with upper airway problems (one that resolved by itself and one that arose due to a rare, intense hypertrophic scarring of the palate and nasopharynx [was not attributed to the TE]), and three patients with moderate bleeding complications that ultimately abated. 4 It was the opinion of Argamaso et al [with respect to the bleeding problems] that a more severe complication would be the possible long-term adherent scars in the areas of the tonsillar pillars, palate, and posterior pharyngeal wall; to diminish the chance of postoperative complications, it is interesting to note that Shprintzen et al and MacKenzie-Stepner et al documented that hypernasal speech can be caused by hypertrophic tonsils and relieved by TE alone, 10 which underscores the need for a thorough preoperative evaluation.
Eufinger et al reported no postoperative upper airway obstructions in their subjects who underwent a one-step procedure; however, the authors noted disturbances of the morphologic outcome, including asymmetry of the lateral airway spaces and major scarring leading to immobility of the pharyngeal flap in 13 of 35 patients (3 patients required reoperation). 2 They noted upper airway obstruction in three patients requiring TE after the VPP (n = 20) and reported that the rate of second step operations, including correction of the pharyngeal flap and TE, was higher in the group with VPP and TE performed at different times. 2 Fernandes et al believed that surgical treatment of speech impairment is indicated for patients who fail to respond to 2 years of consecutive therapy; they noted that pharyngoplasties performed in both adult 11 and mentally retarded 12 patients were not as efficacious as those performed on younger patients. Surgeons contend that the optimal age for simultaneous VPP and TE is less than age 7 years, 1,2 preferably before school aged, to permit optimal social rehabilitation of the child. 13 Argamaso et al expressed reservations to performing the combined procedure on children aged 2 to 3 years; they believed that the patients should be a bit more mature to allow speech and language development to be more complete. 8 Eufinger et al found that simultaneous VPP and TE resulted in improved speech quality with respect to VI and the quality of spontaneous speech, but improvement in the latter was no better than when the operations were performed separately. 2 The most notable improvements following the combined procedure occurred in abatement of rhinolalia, rhinophonia, and nasal snorting; the authors speculate that this was explainable by easier adaptation of the child to a single operative procedure changing the velopharyngeal conditions only once. 1 Eufinger et al found children aged less than 7 years to experience greater efficacy post-VPP in terms of the aforementioned speech qualities when the operation was performed alone, with inconclusive results on any added efficacy of an added TE operation (note the reversal of the traditional operative sequence). 2 In their retrospective study of 20 patients, Reath et al noted normal speech in 5 patients, moderate improvement in 13 patients, and poor speech that might require further intervention in 2 patients (1 patient required the takedown of the flap because of hypertrophic palatal scarring and partial airway obstruction). 4 Whether to perform simultaneous VVP with TE has not been investigated to a degree necessary to establish an acceptable tenet. However, the limited amount of work that has been completed validates the promise that this combined procedure holds. 1, 2, 4, 9, 14 In our practice, we have used the simultaneous operation for a limited number of selected patients following a comprehensive evaluation, including nasopharyngoscopy. In children with VPI and extremely large tonsils, which inhibit surgical correction with a pharyngoplasty, we schedule simultaneous TE to be performed in conjunction with our pediatric otolaryngologist.
We discuss the procedure with the child's parents and clearly explain that if there is any difficulty with the TE, we will postpone the pharyngoplasty for approximately 6 to 8 weeks. Otherwise, we proceed with the simultaneous surgery. In selected patients with VPI and large bilateral hypertrophied tonsils, the simultaneous operation provides an effective alternative for the management of VPI. 
